lying to permit of the colon being opened above it through the hypogastric incision, also in cases where it is advisable to have the artificial anus as far removed as possible from any future operation area.
Mr. ASLETT BALDWIN: I do not know, Sir, whether you remember a case some years ago in which I was helping you to do a colostomy in a very stout patient, where the difficulty mentioned by Mr. Handley was present. It was a left inguinal colostomy, and the bowel could not be got up. The belly wall had many inches of fat, and I suggested to you that you should cut the fat away, in that way bringing the skin down to the colon. You did that, and the operation was managed perfectly well. It would have been impossible without cutting away sheets of fat.
(The PRESIDENT: Yes, I remember it.)
Mr. J. P. LOCKHART MUMMERY (in reply): I am interested to note that there seems to be general agreement with regard to the value of the rectus incision in colotomy. I agree with Mr. Handley that the proper method of doing a transverse colotomy is to scratch a hole in the omentum and bring a knuckle of bowel through it, instead of puckering up the omentum round the wound. I have always used this method. With regard to transverse colostomy, I am still open to conviction as to whether this is the best form of colostomy. There are certain cases in which transverse colostomy offers obvious advantages. I have had one or two cases in which I could not do transverse colostomy, because the transverse colon was very short, and one could see it would cause a drag on the lower border of the stomach, which is obviously not advisable. I think making an opening fairly high up is of value, because of the reservoir produced in the bowel immediately behind the opening. Mr. IHandley raised the question of sigmoid colostomy through the rectus. I have had no trouble in doing transverse colostomy through the rectus: I have dragged the sigmoid up, and I have had no difficulty in getting it to come through the rectus incision. If there seems to be any difficulty, I pull down the nearest piece of transverse colon. I make an incision just below the umbilicus, and one can then do a sigmoid or a transverse colostomy, whichever seems preferable. With regard to the question of the extraperitoneal method of closing a colostomy, most of those here are in favour of the Greig Smith operation, but I think that, as time goes on, they will come round to the intraperitoneal operation. In Mr. Baldwin's procedure I do not like the leaving of skin inside the bowel. Practically it may be all right, but theoretically one would think it might be dangerous, as one does not know how skin would behave in such circumstances. Most of the closures of colostomies have been done on elderly people, who may not have many years of life before them, but we have now to face the large number of wounded from the Front, and to realize that closure of colostomies must be done on young boys; and certainly in those cases we must do the operation which will, as far as we can secure it, leave a perfect anatomical condition.
